Introduction

M
any countries face a challenge of physician shortages 1 and rely increasingly on a migrant workforce to fill the shortages in health care. 2 At the beginning of the 21st century, 18% of physicians in the Organisation for Economic Co-operation and Development (OECD) countries were foreign born. 3 In the 2000s, the trend has continued, although the rise has stabilized in some countries. [4] [5] [6] Finland still has a low rate of migrant health care workers. The proportion is increasing, and during 2000-2007, the number of migrant health professionals in Finland increased by 60%. 7 In 2010, 7.6% of physicians and 2.7% of nurses in Finland were of foreign origin. 8 The rate of retirement among the aging workforce will result in further shortages of an estimated >20 000 employees in Finnish social and health care by 2025. 9 Already 6% of physician vacancies in public health care were unfilled in 2012, and many vacancies were occupied by temporary replacements or by physicians from employment agencies. 10 Poor working conditions in public health care 11 are suggested to be at least partially responsible for the physician shortages. The common stressors in Finnish health care have been time pressure and patient-related stress in primary care and poorly functioning electronic information systems and employees' perceptions of problems in management and organizational justice (such as lack of openness in decision-making, disrespectful treatment of personnel or unfair distribution of outcomes) in secondary care. 12, 13 Theories of dual labour markets 14, 15 suggest that labour markets are divided into a primary segment where jobs offer high prestige and earnings, good working conditions, stability and opportunity for promotion, whereas in the secondary segment jobs are characterized by low earnings, little chance for promotion, boring content, instability and high turnover. It is suggested that the migrant workforce will more often occupy secondary segment jobs, while members of the majority groups predominately occupy jobs in the primary segment.
Studies on the adjustment of migrant health care professionals have so far been based mainly on qualitative studies focusing on nurses. This body of research suggests challenges in integration, such as language barriers and differences in care culture and practices. [16] [17] [18] Little is known about migrant physicians' adjustment to working life in a new country in terms of experiences of psychosocial working environment, particularly in comparison with native physicians. The present study focuses on integration of migrant physicians into Finnish health care by comparing their employment situation, perceptions of work-related stressors and well-being with the experiences of native physicians in a large representative survey study.
Methods
Subjects
A random sample (N = 7000) of all physicians born after 1941 and licensed to practice in Finland (N = 20 890) was drawn from the database of the Finnish Medical Association in 2010. Because membership of the Finnish Medical Association includes insurance for malpractice, the membership register covers practically all practicing physicians in Finland. The Finnish retirement age is flexible and varies between 63 and 68 years; therefore, the sample can be considered to be representative of physicians practicing in Finland.
The database of the Finnish Medical Association included 1292 physicians of foreign origin (persons who are not Finnish citizens at birth, have completed medical education outside of Finland and are licensed to practice in Finland), of whom 443 were included in the random sample. Additionally, the migrant sample was supplemented by all the remaining 849 migrant physicians in the database.
An email invitation to an electronic survey (available in Finnish, Swedish, Estonian, Russian and English) with two reminders was sent to the physicians. A postal questionnaire (in Finnish) was sent to those who did not respond. Altogether, 3646 native physicians responded (56%). Of the 553 respondents in the migrant sample, 4 reported that they had been born in Finland and were therefore excluded from the analysis, leaving 549 physicians in the migrant sample (response rate 42%). Compared with the original sample, the respondents in the random sample were more often women (difference 4% 2 = 25.6, P < .001), slightly more often from the youngest (<35 years, difference 1%) and the oldest age group (!65 years, difference 2%, 2 = 37.9, P < 0.001). In the migrant sample, the respondents were more often women (difference 9%, 2 = 18.3, P < 0.001) and belonged more often to the youngest age group (<35 years, difference 18%, 2 = 102.6, P < 0.001) when compared with the original sample.
Measurements
The Finnish questionnaire was rendered into English, Russian, Estonian and Swedish by professional translators. A Russian and an Estonian physician proofread the corresponding translations, and the English and the Swedish versions were proofread by members of the research team who command both languages. The Finnish version was not pilot-tested, as it has been previously used among physicians in Finland. 19 The questionnaire included information about age, sex, marital status and specialization. From the migrant sample, country of birth and the year of migration to Finland were asked.
Employment-related factors
Employment-related factors were employment sector, leadership position, permanent employment, full-time employment and working on-call.
Work-related stressors
Respondents were asked how often during the past 6 months they felt stressed about the issues listed in the items, with items rated on a 5-point Likert scale (from 1 = never to 5 = often). Time-pressure was measured by five items (e.g. 'Not enough time to perform work properly', = 0.90) from the Harris' Stress Index. 20, 21 Patientrelated stress was measured by three items (e.g. 'Difficult patients who complain, blame and criticize', = 0.84) selected from earlier studies focusing on health care personnel. 21, 22 'Stress related to electronic medical information systems' was measured by two items (e.g. 'Changes in electronic information system', = 0.83), which have been shown to be related to poor well-being among physicians. 23 'Lack of professional support' in work was measured by two items (e.g. 'Lack of opportunities for consultation' = 0.69).
Work-related resources
Work-related resources were measured by three scales, with a 5-point Likert response scale (1 = totally disagree, 5 = totally agree). Job control was measured by the 3-item decision authority subscale (e.g. 'I have a lot of say about what happens in my job', = 0.77) from Karasek's Job Content Questionnaire. 24 Team climate was measured by the 3-item participatory safety subscale (e.g. ' We have a ''we are in it together'' attitude', = 0.89) from the Team Climate Inventory. 25, 26 Organizational justice was measured by the short version 27 of a scale originally developed by Colquitt. 28 The scale included eight items ( = 0.87) such as 'everybody is entitled to express an opinion and their feelings in matters concerning themselves', 'my superiors treated his/her subordinates with respect' and 'the pay and respect I receive reflects my work input'.
Work-related well-being
The respondents indicated how often they experienced a risk of severe burnout (0 = 'Never', 1 = 'I think about it sometimes', 2 = 'I experience a clear risk'). For the analysis, the alternatives 0 and 1 were combined into 'no/low risk' and alternative 2 indicated 'high perceived risk'. Work ability was assessed by a self-rated scale included in the Work Ability Index. 29 The respondents rated their work ability on a scale from 0 to 10, 0 indicating complete work disability and 10 indicating the highest work ability.
Statistical analysis
Differences between migrant and native physicians in continuous variables were examined by analysis of covariance and in categorical variables by cross-tabulations and logistic regression analyses. Odds ratios (OR) with 95% confidence intervals were computed (OR > 1 indicating that the independent factor was more common among migrant physicians).
Differences in work-related stressors, resources and well-being were examined among those working in health care (n = 3374). In examining work-related stressors and resources, adjustments were made for age, sex, specialization and employment factors (health care sector, leadership position, permanent employment, full-time employment and on-call duty). In examining the work-related wellbeing, further adjustments were also made for work-related stressors and resources.
Sensitivity analyses were computed to examine whether the potential differences found were related to the origin of migrant physicians (country of birth) or to the length of time since migration. When differences according to these variables were found among migrant physicians, we computed the corresponding analyses combining native physicians as an additional comparison group to the variables 'country of birth' and 'time since migration' using the same adjustments as in the main analysis.
The study plan was approved by the Ethical Review Board of the National Institute for Health and Welfare.
Results
Migrant physicians were younger, less often married but more often employed than native physicians. They were less often specialized, and among those who were specialized, migrant physicians were more often specialized in surgical specialties and less often in general practice (Table 1) .
Employment situation
Controlling for age, sex and specialization status, migrant physicians were more often employed in primary care and less often in the private sector or in other sectors than health care (Table 2) . Migrant physicians were less often in a leadership position but more often in full-time employment and they worked more often on-call. Among those working on-call, migrant physicians reported more hours spent on on-call duties than native physicians (60 vs. 58 h per month, F = 8.6, P = 0.004). In sensitivity analyses, no differences emerged according to the country of birth or time since migration.
Work-related stressors and resources
In adjusted analyses (Table 3) , migrant physicians reported more stress related to lack of professional support, whereas stress related to poorly functioning electronic information systems was more common among native Finns. Migrant physicians reported higher organizational justice compared with native Finns.
In the sensitivity analyses, native Finns differed only from those who had migrated in 1995 or after (F = 14.09, P = 0.005) in experiencing more stress due to information systems and experiencing lower organizational justice (F = 5.78, P < 0.001). Migrant physicians from European Union/European Economic Area (EU/EEA) countries or outside of the EU/EEA area experienced more stress related to a lack of professional support compared with native physicians (F = 4.05, P = 0.008).
Work-related well-being
In adjusted analyses (Table 4) , migrant physicians reported more often a high risk of burnout and poorer work ability compared with the native Finns. The sensitivity analyses indicated that those from Estonia and Russia were more likely to report a high risk of burnout (F = 22.17, P < 0.001) than native Finns. a: Among those specialized. Notes and Sources: Odds ratios (OR) b with 95% confidence intervals (CI) for migrant vs. native physicians. a: Adjusted for age, sex and specialization (yes/no). b: OR indicating that the independent factor was more common among foreign-born physicians. c: Sample restricted to those employed (n = 3508). d: Other employment sectors include universities, governmental offices or research institutions, medical industry etc. e: Sample restricted to those working in the health care sector (n = 3374). Notes and Sources: Unadjusted and adjusted a means and 95% confidence intervals (CI) among migrant and Finnish physicians working in health care sector (n = 3374). a: Adjusted for age, sex, specialization status, health care sector (primary/secondary/private), fixed employment, full-time employment, leadership position and on-call work.
Discussion
We found that migrant physicians are more likely to be employed in primary care and work more often on-call than native Finns. Lack of professional support burdened migrant physicians more than the native Finns, while stress related to poorly functioning information systems was reported more often by native physicians. Migrant physicians evaluated the management in health care organizations as more fair, but they reported more work-related distress compared with native Finns.
The previous literature suggests that migrant physicians fill the staffing shortages in areas that have difficulties in recruiting native personnel. 30, 31 Our results are in line with these studies in showing that migrant physicians in Finland are more often employed in primary care. However, as they were less often specialized in general practice than native Finns, primary care is not necessarily their voluntary career choice, but rather due to the fact that jobs are more easily available for foreigners where staffing shortages are greatest.
There are no specific restrictions to migrant physicians working in the private health care sector. However, Finnish private health care does not suffer from physician shortages to the same extent as the public sector. Therefore, there may be stricter requirements for language proficiency in the private sector, which may in part explain the lower share of migrant physicians in the private sector.
Physicians have experienced on-call duty as stressful. 32 In the present study, on-call duty was more often a part of migrant physicians' job description. Migrant physicians were also less often in permanent employment or leadership positions. Therefore, together with previous research evidence 33 , our results suggest that general notions of a dual labour market theory 15 , according to which migrants are employed in less prestigious jobs, are applicable to some degree also within health care and in a highly educated profession such as that of physicians.
However, migrant physicians' perceptions of the psychosocial working environment were not notably poorer than among native physicians. While migrant physicians suffered from a lack of professional support and consultation possibilities more often than native physicians, poorly functioning information systems burdened mostly native Finns, who also reported poorer organizational justice.
Previous research has shown cross-cultural differences in organizational cultures. 34 Based on their experiences from their original country, migrant physicians may have different expectations regarding working life, which might explain the differences found in this study. If the migrant physicians in their original country have had limited access to information systems and experiences of unfair management, this could explain their positive experiences in these issues. In fact, when the length of time living in Finland was accounted for, those who had migrated more recently differed most clearly from native physicians in these respects. Therefore, unfamiliarity and short experience with the Finnish system rather than foreign origin per se may be responsible for these differences. In the course of time, migrant physicians may adapt to the new organizational culture and their expectations may become more similar to those of native physicians', and this may explain why only the newcomers differ from native Finns in these respects.
Another explanation for more positive justice perceptions among migrants might be that migrant physicians, the newcomers in particular, may be given less demanding tasks to enhance their adjustment to Finnish health care. Migrant physicians may experience this as fair management, and this might explain their more positive assessments regarding organizational justice. This interpretation is supported by our finding that those migrant physicians who had been in Finland for a shorter time were most positive in their assessment of organizational justice. The more experienced physicians, mostly native Finns but also migrant physicians already familiar with the system, may have to take responsibility for more demanding tasks, such as administrative duties and problems with information systems, and this may be reflected in their more negative perceptions of fairness of management. One explanation could also be that the profile of physicians migrating to Finland may have changed after 1995, when Finland joined the EU. However, the differences were not accounted for by the origin of the migrant respondents.
Migrant physicians in the present study reported poorer workrelated well-being compared with native physicians, and this was not explained by work-related factors. However, some factors not accounted for in the present study may still have an effect. The professional status of migrant physicians in the new country may be lower compared with their status in their country of origin. Previous studies have shown that the professional status is highly important for migrant physicians. 35 Also, language barriers may play a role. According to the directive of the EU on the recognition of professional qualifications (2005/36/ec), only those physicians who have completed their education outside EU/EEA countries need to demonstrate their language proficiency to be licensed to practice in Finland. Finnish chief medical officers have been concerned about insufficient language skills of migrant physicians. 36 Migrant physicians may feel coping with a foreign language burdensome and that language barriers may compromise their professional performance in treating native patients.
This study has some limitations that should be taken into account. The cross-sectional nature of the study excludes all causal interpretations. The migrant physicians who work in Finland only temporarily may be underrepresented among the respondents. Most of our measures were based on self-report, which may have led to the problem of common-method variance. To alleviate this, we employed well-validated instruments that have been widely used in studying work environment in health care. 37 Furthermore, we did not examine actual work units with both migrant and native physicians, which would have allowed us to use a quasi-experimental case-control design. We had no objective information about the actual workplaces or about the morbidity and socioeconomic profile of the patients. Therefore, the differences found in psychosocial work characteristics may result from differences in organizational settings. We tried to control for the effects of potential confounders by adjusting the analyses for a number of background factors. The strength of our study is a comprehensive random sample of all physicians in Finland and a total population of migrant physicians. However, the response rate was relatively low, and it may be that the most stressed physicians have been less motivated to. Because the content of the survey was mainly workrelated, those who were not currently working may also have been less motivated to respond. The response rate in the migrant sample was somewhat lower than among the native physicians.
Conclusions and practical implications
From the societal point of view as well as from the point of view of the individual migrant physicians who live in Finland, it is important to use their expertise and facilitate their employment and integration. The present results suggest that migrant physicians may alleviate staffing shortages to some degree, particularly in primary care where the physician shortage is most severe. However, our results also suggest that migrant physicians are in a less advantageous labour market position compared with native physicians. The WHO Global CODE of Practice on the International Recruitment of Health Professionals 38 encourages the receiving countries to ensure that the migrant workforce enjoy the same rights as domestic workers. Migrant physicians should be given the same opportunities as native employees for career development. Resources should be invested in providing migrant physicians with language training, sufficient introduction and professional support to facilitate their integration.
Finland is a small language area and geographically remotely situated in Europe, and is therefore not likely to attract a large migrant workforce when several countries in Europe and elsewhere are competing for health care workers. Active recruiting from other countries involves ethical concerns, as it threatens the functioning of health systems in source countries. 5 International agreements have been developed to regulate the international recruitment of a health care workforce so that all parties, the source and destination countries and the individual health professional, will benefit from the situation. 39 Therefore, it does not seem likely that migrant physicians alone will solve the human resource challenges in the Finnish health care system. Instead, measures to secure an adequate supply of health care professionals should be taken at the national level, through improved working conditions, reforming the structures of the health service system to facilitate workforce planning and through educational policies.
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Key points
Migrant physicians are more often employed in primary care and work more often on-call and less often in leadership positions compared with native Finnish physicians. Although migrant physicians are relatively well adjusted to Finnish health care in terms of perceived stressors and resources, the lower well-being among migrant physicians compared with native physicians requires attention. Attention should be paid to means to enhance equitable career opportunities among migrant physicians working in Finnish health care, as well as to provide a sufficient introduction and professional support in workplaces.
